associated with its maintenance, as well as insights into how people in various communities currently receive relevant information and how they would prefer to receive it. A detailed description of the management of the qualitative and survey data is described elsewhere ( S. B. . Results from the focus groups appear elsewhere (e.g., Wilcox et al., this issue ) . This brief report, based on a survey administered to all participants, describes the study sample, compares and contrasts characteristics by site and with related national data, and documents the distribution of participants by geography, rurality, and race/ethnicity. The analysis assesses the degree to which the larger study attained its intended diversity.
Methods
Researchers at each site independently convened between four and nine focus groups between November 2005 and August 2007, using common instruments (discussion guide and survey) and procedures. Results from earlier groups did not infl uence the administration of later ones. Participants completed the paper-and-pencil survey at the start of each focus group, with assistance from group facilitators as needed. The institutional review board (IRB) at each participating PRC-HAN site approved the study, and the lead center, at the University of South Carolina, obtained IRB approval for the entire project.
Study Sample and Recruitment
With the help of local PRC-HAN community advisory boards, known at some sites as community teams, researchers at each site defi ned a sampling frame and recruited participants. Selection oversampled minorities to ensure suffi cient numbers to provide useful data, in both single and mixed race/ethnicity focus groups. Sources included senior centers, community members' networks, churches, and regularly scheduled community activities. The sampling frames refl ected characteristics of the targeted communities, not necessarily the full diversity of the United States. Recruited samples took advantage of the cultural, economic, geographical, and racial/ethnic diversity of the communities in which PRC-HAN centers are located, to provide information that would be useful for developing communication interventions for specifi c groups as well as for the general population.
Survey Development and Administration
Researchers from all sites and the CDC collaboratively developed a common discussion guide and a participant survey that asked about demographic and other characteristics. The discussion guide included directions for administering the survey. Pilot testing, fi rst with graduate students and staff and then in a representative focus group, ensured that the survey questions were clear and elicited the desired information. Experienced focus group facilitators conducted the sessions and administered the survey, with assistance (e.g., note taking, logistics) from trained graduate students or community team members. Investigators ensured that participants understood the survey by, for example, conducting focus groups with Chinese Americans in English, Mandarin, and Cantonese. Including survey administration, sessions generally lasted from 1 to 1.5 hr.
Survey Measures and Derived Variables
The appendix contains the 20-item survey, which elicited information to document the diversity of the sampled populations. In many instances, existing large nationally representative surveys, such as the Behavioral Risk Factor Surveillance System (BRFSS) and the National Health Interview Survey, provided models for the specifi c language of the questions. The survey asked about demographics (gender, age, race, marital status, education, income, rural/urban residence); height and weight (from which we computed body mass index [BMI]); and self-rating of memory, emotional problems, and whether a physician had diagnosed cognitive decline. It also asked about behaviors that have been associated with cognitive and emotional health, including diet, physical activity (PA), and social involvement ( Hendrie et al., 2006 ) . It is likely that a communication intervention for educating the public about maintaining brain health will refer to these factors ( Albert et al., 2007 ; CDC & AA, 2007 ) .
This analysis used derived variables where useful. PA questions provided data for a measure of the degree to which respondents met recommendations for PA, based on assumptions that (a) at least 30 min of at least moderate-intensity activity most days each week meets PA recommendations ( CDC, 2008 ) and (b) PAs that " make you breathe faster, or make your heart go faster " qualify as at least moderate-intensity activities. A saturated fat consumption question corresponded closely with readiness-to-change categories ( Prochaska & DiClemente, 1983 ); responses were combined into two categories that suggest the presence or absence of healthy fat consumption.
Data Management and Analysis
The University of South Carolina collected information from all sites and entered the participant survey data into Epi Info 6.0, which created data sets in the Statistical Analysis Software format (SAS Institute Inc., Cary, NC). Analysis used SAS 9.1, primarily to produce descriptive statistics of the entire sample (individual unit of analysis) and by site and focus group, using chi-square tests, where appropriate, to identify differences among the group types. Comparisons by urban -rural residence suggest demographic differences. The rural sample was signifi cantly older than the urban sample (85.4% aged 65 years or older vs. 72.0%, p = .001), less educated (37.0% with high school education or more vs. 52.9%, p = .001), and more likely to report income less than $40,000 (85.3% vs. 71.4%, p = .004).
Results

Demographics
Aggregate numbers mask the diversity that gives this study its richness and its usefulness for efforts It should be noted that the study continues beyond the period reported here. Various sites are conducting additional focus groups with cognitively impaired individuals and caregivers, other ethnic groups such as Filipino, and health care providers.
Comparisons With State-Level Data
Compared with 2007 state-level BRFSS data for all adults ( CDC, 2007
; results not shown in tables), these primarily older adult participants consistently reported lower levels of PA (except for California) than that found by the BRFSS, and greater consumption of fruits and vegetables. California participants, all of whom were Asian, reported less overweight and obesity than that found in the state's BRFSS. Elsewhere, some sites reported lower average BMI than their states' populations; other sites reported the same or greater average obesity than their states' populations. and greater consumption of fruits and vegetables than others, with greater readiness to reduce fat consumption in non-Hispanic Whites. African American and American Indian participants had the poorest behavioral risk profi les: more obesity and overweight than others, less readiness to reduce fat consumption (Hispanic participants also), and less consumption of fruits and vegetables. Obesity/overweight varied by sex, with more obesity in women but more overweight in men. Obesity/ overweight also appeared more often among rural residents, persons with less than a high school education, and unmarried participants. Younger participants reported less social activity than those 65 years and older, but all respondents reported substantial social activity (89.3% somewhat or very active socially), across sites and focus groups, and in both rural and urban areas, possibly a refl ection of willingness to participate in a focus group.
Health and Social Behaviors
Unmarried participants and those with less than a high school education were more likely to report poor or fair memory. Although recruitment generally excluded individuals who reported having severe cognitive loss, the sample did include participants with a range of milder cognitive impairment. Overall, 27.0% of respondents reported poor or fair memory (vs. good, very good, or excellent). The percentage ranged from 9.4% in Colorado to 56.5% in California. The high rate in California may refl ect cultural expectations about memory and cognition among Asian Americans, a group oversampled at that site. Reported diagnosis of memory loss by a physician also varied by site, ranging from no respondents in Pennsylvania and Washington to 30.6% in Illinois (6.9% overall).
Discussion
The purpose of the Healthy Brain Project study was to elicit information from diverse communities to inform the design of culturally sensitive and community-sensitive interventions to promote cognitive health, especially in communities whose members have not often received health information tailored to their characteristics and needs. The researchers sought to reach those communities, building on the diversity of the PRC-HAN's partner communities. This brief report of the participants' demographic and behavioral characteristics suggests that the recruitment attained the goal of reaching these communities.
Additionally, comparisons of behavioral characteristics across demographic categories reinforce observations that these communities carry particularly notable health risks, especially among African American and American Indian minorities and persons with less education. Although selection bias may limit the external validity of focus group research, the large number and diversity of participants increase the likelihood that the focus group results are transferable beyond these specifi c communities. The PRC-HAN, working with the CDC and the AA, now intends to incorporate the lessons learned into community-sensitive information and interventions to promote brain health in diverse populations.
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Please choose 8.
one statement listed below that best describes saturated fat in your diet. Examples of limiting saturated fat in your diet are drinking skim milk, eating low fat dairy products, removing skin from chicken, using spray oil, cooking vegetables without added fats, and not eating high fat desserts. (Check only one. )
□ I limit saturated fat in my diet almost every day, and have done this for longer than 6 months. □ I limit saturated fat in my diet almost every day, and have done this for less than 6 months. □ I do not limit saturated fat in my diet, but I have been thinking about doing that. □ I do not limit saturated fat in my diet, and do not plan to do that.
Which best describes you? 9.
□ I eat more fruits and vegetables than most people do. □ I eat about the same amount of fruits and vegetables as most people do. □ I eat less fruits or vegetables than most people do.
Which best describes you? 10.
□ I eat fi sh at least once a week. □ I eat fi sh about once a month. □ I eat fi sh rarely, or not at all.
In a USUAL WEEK, do you do any activities 11.
for at least 10 minutes at a time that make you breathe faster, or make your heart go faster? Examples are fast walking, bicycling, vacuuming, gardening, or anything else that makes you breathe faster or makes your heart go faster. □ Yes □ No 12. If you answered ' Yes ' to question 11 : How many days in a USUAL WEEK do you do these things that make you breathe faster, or make your heart go faster for at least 10 minutes?
_____ Days per week 13. If you answered ' Yes ' to question 11: On days when you do these things that make you breathe faster, or make your heart go faster for at least 10 minutes at a time, how much total time do you do them on an average day?
